and their subunits implicated in chromatin remodelling, leading to clinical complications such as neurological development impairment, cancers or high risk of recurrent infections that appear during childhood.
We report a case of prenatal diagnosis of CSS. The mother (Gravida 3, Para 2) had no prior medical history. The first ultrasound showed no abnormality. At 18 weeks' gestation, the ultrasound showed hydrocephalus and macrocephaly, corpus callosum agenesis, a left diaphragmatic hernia, severe IUGR (2 nd percentile) and a ventricular septal defect.
She requested a medical termination which was accepted according to French law. The autopsy showed an aplasia of the distal phalanx (5 th finger), a coarse facies and malformations were confirmed. Sequencing analysis found a de novo ARID1A mutation which is responsible for CSS.
Our case highlights signs that could lead to evoking the diagnosis. IUGR is the most frequent sign described prenatally. Ventriculomegaly however had never been described in CSS.
Cardiac malformations or cleft palate have been reported in infants with CSS. Their prenatal description remains extremely rare. In one recent case report, ultrasound showed left diaphragm hernia with IUGR, aortic arch hypoplasia, small left sided cardiac structures and a ventricular septal defect. The karyotype was normal, and the diagnosis of CSS was based on clinical findings and whole genome sequencing after birth (ARID1B mutation). To our knowledge, our case and this one are the most severe cases described so far.
However, the possibility of prenatal diagnosis appears limited in the absence of an index case. The typical features cannot be seen by sonography, and the malformations reported are variable and non-specific. 
OP23.10 Prenatal genetic screening and neonatal outcomes in fetuses with echogenic intra-abdominal structures

EIAS).
Methods: This is a retrospective cohort study of patients diagnosed with EIAS during anatomical survey ultrasound at a maternal fetal medicine centre between January 2015-December 2017. EIAS was defined as any echogenic structure within the fetal abdomen >1 mm, based on location. The rates of antepartum abnormal genetic screening (nuchal translucency, cell-free DNA or sequential/integrated screen) and diagnostic testing were evaluated, as well as neonatal diagnoses. Fisher's exact test was used where appropriate. Results: There were 128 EIAS patients with delivery outcomes. The organ distribution of findings were as follows: 68 (53%) bowel, 19 (15%) kidney, 11 (8%) liver, 10 (8%) stomach, 10 (8%) spleen, 10 (8%) non-specified, 1 (0.7%) ovary, and 2 (1.5%) gallbladder.
Genetic screening was performed in 126 (98%) patients; 15 (12%) were abnormal (9 bowel, 1 stomach, 5 kidney). Forty-seven (37%) underwent diagnostic testing, 40 of which were due solely to ultrasound findings (24 bowel, 7 kidney, 3 liver, 3 non-specified, 1 spleen, 1 stomach, 1 gallbladder); only 7 were due to abnormal screens. Three of the 65 who underwent diagnostic testing solely due to ultrasound findings had abnormal results: 16p deletion (liver; fetal demise), triploidy (bowel; terminated), and 2q13 deletion (kidney; preterm live birth). One of the 7 who had diagnostic testing due to an abnormal screen was diagnosed with Noonan's syndrome (kidney; terminated). Of subjects with normal testing, 3 had termination despite normal karyotype/microarray and 1 had fetal demise with normal screening. Conclusions: Echogenic intra-abdominal structures can result in abnormal genetic testing and pregnancy outcomes that may not be detectable on standard aneuploidy screening. Invasive testing and close clinical surveillance should be considered when these findings are noted.
OP23.11
The value of prenatal diagnosis of birth defects in Tibet an autonomous region by standardised prenatal ultrasound screen training
X. Chen
Hubei, Maternal and Children's Hospital, Wuhan, China
Objectives: The mainland Chinese doctors went into Tibet to promote the ISUOG guidelines, standardisation training of prenatal ultrasound screening, aim to gradually spread and increase prenatal ultrasound diagnosis of birth defects in Tibet area. Methods: In August 2016, 1 Shanghai doctor and 6 Hubei doctors with 9 ultrasound devices entered Lhasa to organise the first prenatal ultrasound screen training, to promote the ISUOG guidelines. On the 21st day of continuous training, 30 ultrasound backbones who came from the 26 hospitals in the 7 prefecture level cities of Tibet received a total of 84 hours of theoretical lectures and 84 hours of the operation training. At the end of the study, they took an examination. In July 2017, the 22 trainers were inspected to evaluate the prevalence of prenatal screening before and after training. 
Conclusions:
The standardised training of prenatal ultrasound screening in Tibet gradually improve the rate of prenatal ultrasound screening. After the training, the prenatal ultrasound detection rate, the time of detection and malformation category were significantly improved. But the birth defects it is still below the average level in China. In view of the special geographical and cultural environment in Tibet, prenatal ultrasound screening for pregnant women in many marginal and pastoral areas of Tibet is still blank. The later tasks are still very grim. 
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